WE have deemed the following case worthv of putting on record, since to the best of our knowledge it is unique, and we can find nothing similar in a brief examination of the literature. The case came under our notice in the following manner: Mrs. X., aged 31, a lady 5 ft. 10 in. in height, strongly built and heavy, married five years ago, with two children, about the end of 1910 noticed she was getting somewhat stouter, having to let out her corsets. About the same time she noticed an aching pain in her left side about the level of the sixth rib, which she thought was due to pressure of her corsets.
In April, 1911, her family thought she must be pregnant, and about this time her periods, which had previously been profuse, lasting ten days every month, now became scanty and lasted only three days, though they remained regular in this manner throughout. She was examined at various times by three different doctors in the country, each of whom confirmed the question of pregnancy, in spite of the regular though scanty monthly flow; she therefore made all preparations, and in December had down a monthly nurse from London to await events. Since April she had increased 10 in. in girth, and the pain in her side had gradually become more troublesome, making her limp on the left leg, and she could not sit properly on a chair, having to sit sideways and on the edge of the chair. She had become more and more breathless, but was encouraged to go about and do everything as usual. Five years previously she had had a bad fall downstairs and had broken two ribs on her left side, and about a year ago she had again jarred her left side badly when motoring.
On December 21, as matters did not appear to be progressing, Dr. Bott was called down to see her, and he found no sign of pregnancy, but on examining her chest found dullness at the left base, and he therefore brought her up to London at once. She vomited twice in the train and again after arrival. The following day the pelvis was examined under an ancesthetic, and the uterus was found to be normal. She was then skiagraphed by Dr. Harrison Orton, the skiagrams demonstrating a sickle-shaped shadow at the left base, with a brilliant area above and internal to the shadow.
The diagnosis was then made of localized pleuritic effusion, with a separate localized pneumothorax, and partial collapse of the left lung. One of us (Dr. Harris) was then called in to see her, on December 29, with Dr. Bott. She still complained of the pain in her left side, and of breathlessness and difficulty in walking. On examining her chest he found hyper-resonance of the left front, with absence of air-entry, and the heart sounds loudest to the right of the xiphisternum. Behind, the air-entry was slightly audible at the apex, and there was dullness at the base, and in the axilla up to the eighth rib. Auscultation at the back while she drank some water revealed loud sounds below the spine of the scapula, soon after swallowing. There was no succussion, nor splashing sounds, nor was there any coin sound, nor any bulging of the chest and intercostal spaces. There was loud air-entry over the whole of the right side of the chest, and the abdomen and spine were normal. She complained of a good deal of hyperwsthesia over the left fifth to seventh dorsal skin areas, disliking the touch of the bedclothes, and saying it felt like sand-paper when the hand was rubbed over this area. No analgesia or other loss of sensation. She limped on the left leg in walking, and sat on a chair on the front edge, with her left side bent down for support, and her left leg drawn away under the chair so as to extend the hip. Taking into conjunction the symptoms suggestive of pneumothorax with the curious attitude on sitting and walking, which were suggestive of some sub-diaphragmatic mischief, Dr. Harris made the diagnosis of " diaphragmatic hernia," and considered that the rupture of the diaphragm might have occurred as the result of the bad fall downstairs five years ago, when she broke two ribs, and that the further blow on the left side a year ago had aggravated matters, so that the stomach and some of the small intestines had gradually been pushed through into the left chest, with consequent collapse of the left lung, and thus causing the increasing breathlessness and pain in the side. He therefore advised against aspiration, and ordered 4 oz. of bismuth carbonate to be given with a pint of bread and milk previous to a further examination of the chest by X-rays two hours afterwards. This was done on the following morning, when Dr. Orton took further photographs, and was also able to demonstrate on the screen the mass of bismuth within the chest. Indeed actual peristalsis of the bismuth was observed within the left chest, proving beyond the possibility of doubt the presence of intestine in the left thorax. On standing her up again in front of the screen, it was found that the sickle-shaped shadow seen at the left base a few days previously had now vanished, and its place was taken by a horizontal layer of fluid immediately beneath the brilliant area, and on shaking the patient slightly the fluid was seen to splash in the most characteristic fashion. This no doubt was the stomach with its contents.
Considering the diagnosis of diaphragmatic hernia to be now proved, a laparotomy was advised in order to deal with the condition, in the hope of reducing the hernia, and repairing the rent in the diaphragm. Mr. Clayton-Greene was therefore called in, the operation being performed on January 1. On inserting his hand he found numerous peritoneal adhesions, and a total absence of the left half of the diaphragm and of the parietal pleura on the left side, it being possible to feel the ribs posteriorly practically up to the clavicle. The left lung was extremely small, and the left thorax filled with stomach and intestines, the right half of the diaphragm being normal. The wound was at once sewn up, and nothing further done. She has since made an uninterrupted recovery, and is perfectly well, except for slight tenderness on the left side.
DISCUSSION. Mr. CLAYTON-GREENE said he saw the patient on the morning of January 1, having seen the skiagrams. He derived very little assistance on the subject of diaphragmatic hernia, from the books on surgery and anatomv. When he opened the abdomen, with the idea of exploring, he found, on passing the hand into the thoracic cavity, that there was no definite peritoneum in the pleural region, and no trace of diaphragm at all. The intestines were adherent together, and he thought much of the patient's pain was due to localized peritonitis in the thoracic cavity. He and Dr. Harris passed a hand up as far as the clavicle, and felt resistance, but he could not say whether it was diaphragm or lung. The abdomen was closed. The patient said she was better, but he did not know whether the effect was moral or physical. Since the operation he had learnt much about diaphragmatic hernia from Professor Keith, who had written largely on the subject. In Professor Keith's experience there was an instance in a man who lived to over 70 years with a similar state of affairs, and there were specimens at the College of Surgeons bearing on the condition; three showed absence of diaphragm in the fcetal stage, and in one of them was a condition very similar to that in this case-namely, apparently complete absence of the diaphragm at the level of the thoracic opening, and a compressed lung, with viscera crowded upon it at the top. His opinion previously had been that such a condition was not compatible with life. Anatomists were not agreed as to the mode of origin of the condition or as to the development of the diaphragm. It had been regarded as a species of septum, splitting off the pleural from the peritoneal cavities. Professor Keith did not agree with the older ideas of development of the diaphragm at all, and in his paper had certainly made out a good case for the theory of the development of the pleural cavities, and of the diaphragm itself. His idea was that in the upper part of the pleuro-peritoneal cavity there were three muscular layers, as in the abdomen, and he compared the budding-off of the lung to the descent of the testis, ultimately reaching the scrotum, which was preformed by the various layers of the abdominal wall. He suggested that the lung was budded off into a recess between the external and internal intercostal muscular group on the one hand, and the transversalis on the other, and that the anterior and posterior portions were stripped off and crushed down towards the abdominal cavity by the developing lung. Failure of the portions to meet in the middle resulted in a congenital abnormality. The extent of the abnormality would depend on two things: the degree of development of those two folds, which might be suppressed to an incredible extent, and therefore were comparable to cleft palate, in which there was almost complete suppression of the palatal processes. Fusion might occur to some extent, and nothing more than a canal or tract might be left behind, through which a small hernia could take place. Another cause which Professor Keith suggested was the pressure of ingrowing viscera. If the various diapbragmatic elements failed to fuse, the abdominal pressure exerted upon the thorax would tend to increase the size of the opening and press the rudimentary buds of diaphragm back against the chest wall, and lead to their complete atrophy. That seemed a sound explanation. Diaphragmatic herniae were not rare: Paillard had collected records of 400 cases, and they occurred chiefly on the left side of the diaphragm. One case, in the London Hospital, was associated with congenital dilatation of the colon, there being a hernia through the cesophageal opening of the diaphragm of a portion of the stomach. The question was whether there was a rudimentary diaphragm at the top of the thorax in this case: he thought, from looking at the skiagrams, that there might be, but from what Professor Keith told him he did not think it was likely.
Dr. HARRISON ORTON said it was first thought that the case might be one of hydronephrosis, but the X-ray examination enabled them to exclude that, as on the skiagram both kidneys were seen to be about normal in size and position. The next skiagram showed the shadow at the left base, with the sickle-shaped upper margin, similar to that seen in ordinary pleural effusion. Above this was a bright area, and above this again a very thin line. The bright area was characteristic of air, and it was possible the thin line was due to a rudimentary diaphragm. It was evident there was not a complete pneumothorax, as the fluid line was not horizontal. Dr. Harris suggested that there should be. a further X-ray examination after a bismuth meal, and the next skiagram showed the appearances. The bright area seen in the previous skiagram was now seen to be occupied by a dense shadow, cast by the bismuth. This left no doubt that there was intestine in the chest, and a diagnosis of diaphragmatic hernia was made.
